gr. i, to be made into one pill; send twelve; take one twice daily shortly after breakfast and at bedtimle. Let successive sets of twelve pills follow with gr. i, gr. i, and gr. 1 of codeine, the pills with -the last-named dose to be afterwards continued-the dose of cascara to be raised if necessary for the bowels-which was done without producing any alteration in the constipation. The patient still continues taking two 1-gr. doses of codeine pills every night and morning, and with the exception of a plate of porridge with 6 oz. of milk daily his diet consists of cream, Callard's prolacto biscuits, butter, cheese, fish, chicken, game, beef and mutton, with sugarless marmalade. The patient's obstinate constipation is still unrelieved except by the continuous use of aperients or enemata. Carlsbad salts require to be taken in increasingly large doses in order to produce a result. In May, 1911, he went to Vichy, where he put on 5 lb. in weight, and after his return home he gained a further 3 lb. within two months. About the early part of August the flatulent pains, which had been troubling him to a bearable extent during the previous eighteen months became urnndurable, and since the appearance of these pains he lost all the flesh he had gained since May. One marked feature in his case has been excessive drowsiness. This tendency to fall asleep has existed for two years. Whenever he gets into a condition for repose at home for reading, after a while he is found to be fast asleep.
He was sent up by Mr. Williams to Sir Lauder Brunton for consultation, who saw him on October 20, 1911, and found the'tongue clean, rather dry, the appetite fair; there was a little distension, and much flatulence which passed both up and down. There was no nausea. The bowels were very constipated and the motions were pale yellow. The urine was rather dark, clear, acid; specific gravity between 1028 in the evening and 1024 in the morning. There was no albumin. There was slight reduction with Fehling's solution, but this was due to normal reducing bodies and creatinin, a mere trace of glucose being present, as proved by the ferinentation test. The lungs were quite normal. The heart was in the fifth space, the deep dullness was a quarter inch inside the nipple line, and there was no murmur either at the apex or base. The pulse was 112, regular, but it was, no doubt, quickened by nervousness. The systolic tension was only 115 mm. of mercury and the diastolic 65 mm. Some bismuth and soda were prescribed for the flatulence and some Carlsbad salts to be taken every morning to keep the bowels open.
As the patient had been losing weight, both Sir Lauder Brunton and Mr. Williamns thought it would be advisable for him to take more carbohydrates, and consequently asked him to try oatmeal and also some petroleum emulsion. On November 25 another specimen of his urine had a specific gravity of 1013. The reducing power of this urine before fermentation was 3'33 parts per 1,000. Of this only 1P55 was due to glucose, equal to 0'68 gr. per oz., but 1'78 parts were due to the other reducing bodies, creatinin, &c. The most striking feature in the case was the severe spasmodic pain of which the patient complained. As this pain resembled so closely that of angina pectoris, but occurred in the abdomen, it seemed to Sir Lauder Brunton that it might well be termed angina abdoininis, and that treatment similar to that of angina pectoris might be useful. He accordingly prescribed trinitrine with the most satisfactory results, as it cut short the abdominal pain in the same way as it would have cut short anginal pain in the chest.
On December 2, 1911, the patient expressed very great satisfaction in having a remedy (trinitrine tablets) to control the pains of angina abdominis. These occurred about twice daily, mostly after walking exercise, but playing billiards brought them on. His sister, aged 64, unmarried, has suffered during the past seven years from abdominal pains similar in every respect to the pains felt by the brother. They are felt in the same spot and come on after walking, and are immediately stopped by taking half a tablet of trinitrine.
When Sir Lauder Brunton saw the case he was unaware that the term " angina abdominis" had already been used some years ago. On looking up the literature he found that Baccelli is said by Minella [6] to have first used this term in his clinic at Rome. Minella himself described a case in 1902, and in his paper says "that the abdominal spasmodic pain may be due to aneurysm or arterio-sclerosis of the vessels of the coeliac plexus." The subject is very fully discussed under the name of "angina abdominis " by Professor J. Pal in his book on "Gefasskrisen" [7] as well as in several other papers [8] . It is also discussed by Huchard under the name of "angina pectoris pseudogastrique." [2] It is now many years since the late Professor Dreschfeld, of Manchester, in a conversation on the subject of abdominal pain, mentioned a case in which he had noticed severe paroxysmal abdomiinal pain.
After the death of the patient, nothing abnormal was found to explain this symptom excepting a very atheromatous condition of the intestinal vessels. Sir Lauder Brunton mentioned this observation in a paper about twelve years ago [3] , but cannot find that Professor Dreschfeld A-12a himself published anything on the subject either before or since. In this paper Sir Lauder Brunton: described a condition of pain coming on in the abdomen, spasmodic in its nature and occurring for a limited period.-In such cases " the bowels may be perfectly regular, the digestion good in every respect, the health ot the individual may appear to be perfect, and yet he suffers frequently from this abdominal pain." These pains he (Sir Lauder Brunton) attributed to spasmodic irregular contraction of the intestinal vessels, such as he has had occasion to observe in migraine. He has had opportunities of studying the vascular phenomena in migraine only too frequently in his own head, and he finds that pain in migraine is invariably due to proximal dilatation and peripheral contraction of the temporal artery [4] . That the pain in migraine is due to the tension in the contracted artery is shown by the fact that it ceases at once when the carotid is compressed, but returns at once when the circulation is re-established. In this paper he advised the use of salicylate of soda and bromide of potassium as a remedy for the abdominal pain just as in migraine [5] , along with carminatives and friction of the abdomen during the attack. In Pal's case of angina abdominis there was high blood-pressure, and in some of them angina pectoris occurred at the same time or might occur alternately with the angina abdominis. Many of Pal's cases suffered from tabes, and he considers that in this disease there are two sorts of crises [91. The first is purely gastric, and in it vomiting occurs either with or without pain, but the blood-pressure does not rise much. The second sort consists of vascular crises which are associated with pain and with high tension.
In such cases the pain comes on as the pressure rises and is relieved by lowering the pressure by nitrate of amyl or nitrites, just as in angina pectoris or as in the case we have described. This observation has been confirmed by Heitz and Norero [1] . The most distinguishing feature in the present case is the occurrence of pain on exertion, which is so characteristic of angina pectoris, and this peculiarity does not appear to be noted in the cases described by Pal and others. As most of the cases recorded by others have shown symptoms of locomotor ataxy, it seemed advisable to ascertain the condition of the knee-jerks and of the pupils in the patient and his sister. This was done by Mr. Williams, who finds the knee-jerks of the patient's sister are normal, but the pupillary reflexes are sluggish, with pupils much contracted beyond what they ought to be. " The patient's knee-jerks," he says, " are abnormally active, the pupils in his case are a good deal contracted, and almost insensible to a bright light."
DISCUSSION.
Dr. F. PARKES WEBER said that comparatively little had been written on this subject in England, but abroad there was a very extensive literature on the various conditions in question. The nomenclature was also varied. One of the names (Ortner) by which "abdominal angina" was known was, "dyspragia intermittens angio-sclerotica intestinalis." If it were chiefly gastric, "gastrica" could be substituted for " intestinalis." One kind of angio-sclerotic symptom-complex sometimes met with in persons past middle life, with evidence of some general arterio-sclerosis and rather high bloodpressure, resembled the crises which occurred in (generally younger) patients. who were subject to what was called "colica mucosa"; in them there was. very severe abdominal pain, and a desire to defecate, but often nothing occurred except the ejection of a little mucus. After a time the abdominal pain ceased. This disappearance would doubtless be favoured by the patient taking a hot hip bath. He recently saw a man past middle age who had somewhat high blood-pressure, and some symptoms of general arterial sclerosis. He was of Jewish descent, and doubtless had the well-known racial predisposition to neurosis. Sometime ago, that gentleman used to suffer from pains in the region of the heart, which suggested angina pectoris. They were probably largely of nervous origin, without sufficient arterio-sclerotie changes to constitute " true " angina pectoris. These symptoms disappeared, possibly independently of small doses of trinitrin, which were at one time prescribed. He had lately, however, suffered from crises of abdominal pain, and in some of them there was the desire to evacuate his rectum, followed by the passage of mucus without regular feces. Many varieties of the symptoms supposed to be due to abdominal angio-sclerosis had been described abroad. An elaborate paper was that by Norbert Ortner, of Vienna, in 1903, entitled " Zur Klinik der Angiosklerose der Darmarterien."' Another large contribution was one by F. Perutz, of Munich,2 who gives references to the previous literature on the subject. Many other accounts had been published in Germany and France,3 but few cases had yet been described in England. Exact information as to the anatomical-pathological conditions corresponding to the clinical symptoms in the various classes of cases was still needed. Therapeutically, diuretin seemed to have a large reputation abroad, but he did not know whether its use had been confirmed in England for symptoms supposed to be due to abdominal angio-sclerosis.
Dr. CROOKSHANK said that, as Dr. Parkes Weber had alluded to the scantv anatomical findings for this condition, he wpuld like to allude to a case which occurred within his experience last summer. An elderly woman for a year had had recurrent attacks of pain, similar to those described by Sir Lauder Brunton. The pains became worse, and an acute illness developed with vomiting, and other signs which led to the belief that there was intestinal obstruction due to impaction of feces. She was removed to hospital. At first she improved, but later she became worse and died. Post mortem, the pancreas was found to be lying loose, as a necrotic mass, and Dr. Bernstein, who made the post-mortem examination, pointed out that the pancreatic artery was almost obliterated by arterio-sclerosis, and that there was extensive arterio-sclerosis of the celiac axis generally. These findings suggested that the attacks of pain from which the patient had sluffered were really those of "angina abdominalis," and that intermittent claudication of the pancreatic artery went on to gangrene of the pancreas, in the same way as intermittent claudication of femoral arteries went on to gangrene in the legs, He thought that retention of the term intermittent claudication" was best on the whole; it seemed to bring various groups of cases into relation with each other, and covered those with spinal symptoms; "claudication of the cords" as well.
Dr. PARKES WEBER, referring to the remarks of Dr. Crookshank, said, "claudication" meant limping, which was scarcely applicable to gastrointestinal conditions, and that was why the term "dyspragia" had been by some preferred to "claudication." ' I Samzmiung Klinischer Vortrdge, Neue Folge, No 3 Many references are given by L. Lagane, " Le Syndrome arterio-sclereux de l'Intestin," Presse Medicale, Par., 1911, p. 1025. 4 Even in regard to the condition in the lower extremities the term "intermittent claudication" (intermittent limping) was not so suitable, when first used by Charcot in human cases, as it had been in the case of horses. A patient with typical symptoms objected to Dr. Weber: " But I never limp: I have to stop walkinq, and then after a short rest I can walk on again."
The PRESIDENT (Sir Frederick Taylor) said he would like to reject the word " angina " as well as " claudication," for the former meant suffocation, and so was inaccurate in this connexion. Professor Huchard's name, " angina pectoris pseudo-gastrica," seemed also to be a misnomer, which it was to be hoped could be avoided. But once such a term as " claudication" had taken root it was difficult to get rid of it. He asked whether Sir Lauder Brunton associated the intercurrent pains which occurred in the course of diabetes with the severe abdominal pain which often occurred at the commencement of diabetic coma. Acute pain of this kind had, more than once, laid the patient on the operating table. He did not know whether anyone had yet fully explained the early abdominal pain occurring in diabetic coma. The postmortem record related by Dr. Crookshank was very interesting because it seemed to confirm the idea that the pains described by Sir Lauder Brunton were due to arterio-sclerosis. And when one knew that the gangrene of the lower extremities which occurred in diabetes was also due to unnaturally early arterio-sclerosis, the whole series of pathological conditions seemed to be consistent.
Sir LAUDER BRUNTON, in reply, said he did not attempt to defend the name he had used, and yet it was a convenient term. One of his great difficulties in connexion with the subject had been adequately to trace the literature of it, as there being so many different names, he hardly knew under what heading to search for contributions. The term might be bad, but like another term equally bad-namely, apoplexy-it was in very common use, though he admitted that it was no defence to point to another bad term. Baccelli was responsible for the term, for he gave the condition that label first, ,though what he (Sir Lauder) wrote twelve years ago was among the first descriptions. The first account he had been able to find was that which Dreschfeld gave him nearly twenty years ago, namely, of a case in which pain occurred but in which after death nothing was found to explain it except an atheromatous condition of the abdominal vessels. In the paper which he (the speaker) wrote twelve years ago he pointed out the likeness between the pains in the abdomen and the pains in the head, attributed them to the same cause, and sought to treat them by the same remedies. He had not seen the papers to which Dr. Parkes Weber referred. The case mentioned by Dr. Crookshank in which the pancreatic artery was obliterated, was very interesting in relation to these cases, and no doubt many others would be recorded when once attention had been directed to the subject. The point in which the case differed from most others was that the pain did not come on apparently in consequence of any intestinal irritation, such as happened in the cases mentioned by Dr. Parkes Weber in which mucus was expelled from the intestine, showing that there was some intestinal catarrh. But in his own case there was no intestinal catarrh; the pain came on immediately after exertion, such as walking, though even a game of billiards would start it. The pain did not occur at any other time. The case was so peculiar that he thought it was worth while to place it on record.
